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Appraisal Correspondence
We thank Long and May for their careful consideration of 
our research paper (Wand et al 2009) and we particularly 
welcome their concluding remarks. It is very encouraging 
to see research being integrated into practice so rapidly and 
appropriately. Long and May raise three points about our 
conclusions which we would like to comment on briefly.
We did indeed find that 32% (95% CI 24% to 40%) 1. 
of the sample demonstrated a directional preference; 
however, we are less sure that this represents an 
‘extremely important finding’. Our enthusiasm for this 
finding is tempered by the fact that it is not significantly 
different from what would be expected to emerge by 
chance. This finding may represent ‘noise’ rather than 
a clinically meaningful phenomenon. Importantly this 
figure includes all those who demonstrated a preference 
regardless of direction. We do not think this small 
proportion is verification that chronic non-specific low 
back pain can be sub-grouped in this way. We agree 
that this result is open to other interpretations, but it 
might explain why randomised trials utilising treatment 
models that categorise patients by directional preference 
have shown such disappointing results (Machedo et al 
2006, Klaber Moffett et al 2006, Paatelma et al 2008).
We do not consider the results of our study to offer 2. 
definitive information on the validity of classification 
by directional preference and are in complete 
agreement with Long and May on this point. This 
requires a concerted research effort utilising a 
variety of methodologies exploring a number of the 
predictions associated with these approaches. We 
state in our discussion that ‘the inclusion of additional 
clinical testing may change the results presented’ 
and we certainly think the points made by Long and 
May would be welcome additions to the assessment 
process. However, to conclude that the Patient-Specific 
Functional Scale is an inadequate classification tool 
because it fails to demonstrate the hypothesised sub-
groups, presupposes that these sub-groups exist – and 
this has yet to be demonstrated convincingly.
Bias must always be considered when participants 3. 
are excluded, however we feel that the reasons for 
exclusion are unlikely to represent a threat to the 
findings presented. To confirm this we have analysed 
the results from the 92 excluded participants (not 127). 
Six participants had one or less classifiable tasks and 
so could not be used. In the remaining participants 
with two classifiable tasks, the results are identical to 
those presented in our paper. There were a number of 
participants who demonstrated a directional preference, 
but this figure was the same as would be expected by 
chance.
We again thank Long and May for their insightful and 
important comments on our paper.
Benedict M Wand, Rebecca Hunter, Neil E O’Connell 
and Louise Marston
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